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ROGERS MEMORIAL SANITARIUM 
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TELEPHONE: LOGAN 7-5535 


| The Sanitarium is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
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ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of the psychoneuroses, psychosomatic disorders, alcoholism, and the other neuro- 
logic and psychiatric problems. Occupational therapy and recreational activities directed by 
trained personnel. 
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A private clinic and hospital for nervous and mental diseases both for in-patients and out-pa- 
poe re ae a homelike environment with separate building units and special cottages—air- 
conditione 
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Arthur J. Schwenkenberg, M.D. 


JOSEPH L. KNAPP HENRY P. HARE, JR., M.D. 
JACKSON H. SPEEGLE, “M.D. CHARLES T. BROWN, M.D. 


Neurology Psychiatry 


| 
| 
| 


aa 
| 
{ 
TS 
| 
i 
| 
| 
; 
| 
{ 
| 
| 
| 
| 
| 
' 
BA 
us 2 
| 
| 
- 
| 
a 
te 
| 
| 
| 
j 


Comment on the use of ‘Thorazine’ in a mental hospital: 
‘we have ceased to regard any of our patients as ‘incurable’ ”’ 


‘Admittedly our recovery rates have tended to decrease progressively as 
chronicity increases. However, we have encountered several seemingly ‘mirac- 


ulous’ responses in patients hospitalized ten years or more and previously 
| 


regarded as just about hopeless. 


tablets and syrup (as the hydrochloride), and in suppositories (as the base). 


For information write: Smith, Kline & French Laboratories, Philadelphia 1 


1. Yohe, C.D.: in Chlorpromazine and Mental Health, Philadelphia, Lea & Febiger, 1955. 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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a new substance 


for spastic neurological 


disorders 


Synthesized and characterized by McNeil Laboratories, 
FLeXIN is the first skeletal muscle relaxant truly effective 
by mouth. It is not a mephenesin derivative, curare-type 
drug or “tranquilizing” agent. FLEXIN curbs voluntary 
muscle spasm and hypertonicity by depressing spinal and 


subcortical polysynaptic transmission. 


Cerebral Palsy Outstanding benefits have been 
noted. “Excellent” to “good” results—definite reduction 
of excessive muscle tone—have been reported in over 65 


per cent of the patients studied. 


Other Disorders Encouraging results have been 
reported in a significant number of patients with multiple 
sclerosis, cerebrovascular lesions, spinal spasticity and 
Parkinsonism. FLEXIN is also of value in such musculo- 
skeletal disorders as low back syndromes, fibrositis, 
strains, sprains, osteoarthritis and non-inflammatory 


rheumatic disorders. 


Dosage: Adults—1 to 2 tablets three or four times a day with 
food or immediately after meals. Children—1 tablet two to four 
times a day. 


Supplied: Yellow, scored tablets (250 mg.), bottles of 50. 


{Lissive: Sposmolysis of voluntary muscle without interference with normal function. 
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now 
true spasmolysis 
of skeletal muscle 
in musculoskeletal 
and neurological disorders 


effective up to 6 hours 


(Zoxazolamine, McNeil) 
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Lift the depressed patient up to normal 
without fear of overstimulation... 


with new 
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A HAPPY MEDIUM 
IN PSYCHOMOTOR 


STIMULATION 


/. e Boosts the spirits, relieves physical fatigue 
and mental depression... yet has no appreciable 


effect on blood pressure, pulse vate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
“without let-down or jitters and counteracts over- 
sedation caused by barbiturates, chlorpromazine, rauwolfia, “ 
and antihistamines. 
/ Ritalin is “a more effective and less over-reactive drug 

/ than amphetamine or its derivatives.”? It does not produce 

f the “palpitation, nervousness, jitteriness, or undue pressure 

i in the chest area ...so frequently mentioned by patients on 


[dextro-amphetamine sulfate].’ 
j Dosage: 5 to 20 mg. b.i.d. or t.i.d., References: 1. Pocock, D. G.: 
j adjusted to the individual. Personal communication. 
2. Harding, C. W.: Personal 
communication. 3. Hollander, 
: W. M.: Personal communi- 
cation, 


hydrochloride CIBA) 
Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. (blue); 
bottles of 100, 500 and 1000. 
Tablets, 20 mg. (peach- 
colored); bottles of 100 
and 1000. 
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“CLEAN, COOPERATIVE, AND COMMUNICATIVE” 


Under the influence of Serpasil, patients who 
had been destructive, resistant, hostile, with- 
drawn, untidy, or troubled with hallucina- 
tions became, in a short period of time, 
“clean, cooperative, and communicative per- 
sons.”’! 


Serpasil has been shown to be effective even in 
violently disturbed psychotics if sufficiently 
high dosage is used. After 6 to 8 weeks 
of Serpasil therapy in 127 chronic schizo- 
phrenics ‘“‘the result was frequently astound- 
ing, even to psychiatrists of long clinical 
experience.””! 


In similar studies, the worst behavior prob- 
lems in the hospital showed improvement, 
chiefly “. ..a reduction of motor activity, 
of tension, of hostility, and aggressiveness.” 
Many reports have indicated that Serpasil 


® 


(reserpine CIBA) 


in high dosage for 
psychiatric patients 


CIBA 


SUMMIT, N.J. 2/2262 


may be substituted for electro- or insulin 
shock and that it sharply reduces destruc- 
tion and assaults in the violent back wards. 


Adequate trial is essential—a minimum of 3 
months, beginning with “parenteral doses of 
at least 5 mg. of reserpine and continued 
daily doses of 2 to 8 mg. orally.’ “The oc- 
currence of the turbulent phase (with exag- 
geration of symptoms) is not an indication 
for discontinuing treatment.’ 


1. Hollister, L. E., Krieger, G. E., Kringel, A., and Roberts, 
R. H.: Ann. New York Acad. Se. 61:92 (April 15) 1955. 
2. Hoffman, J. L., and Konchegul, L.: Ann. New York 
Acad. Se. 61:144 (April 15) 1955. 3. Kline, N. S., and Stan- 
ley, A. M.: Ann. New York Acad. Sc. 61:85 (April 15) 1955. 


Parenteral Solution, 2-ml. ampuls, 2.5 mg. Serpasil 
per ml. Tablets, 4.0 mg. (scored), 2.0 mg. (scored), 
1.0 mg. (scored), 0.25 mg. (scored) and 0.1 mg. Elixir, 
1.0 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 
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ff / UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATOR 
REITER 


the only unidirectional 
current instruments 
authentically backed 
by extensive 

clinical experience with 
over 200 references. 


MODEL RC-47C 


the most advanced 
unidirectional current 
instrument for all 
established techniques. 


Freedom From Side Effects 


Model RC-47C provides remarkable freedom from physical 
thrust, confusion, apnea, memory loss. and other side ef- 
fects. 


Automatic Safeguards 
Amazing reduction of thrust is automatically provided even 
at full scale current. Patients are often breathing before 
completion of seizure. 


Preferred for Ambulatory Private Practice 


During treatment patients do not disturb quiet office at- 
mosphere since confusion and excitement are avoided. 
These features are equally valuable in hospitals. 


Versatile—Easy to Operate 
The simple controls allow all established techniques. 
Merely switch to treatment and adjust current with only 
one control knob. 


Increased Efficiency of Currents 
Minimal stimulation is required to produce an effective 
seizure. The use of such biological currents tends to 
eliminate the undesirable electrical energy component 
which is the cause of unwanted side effects. 


Ruggedness and Accuracy 


These instruments do not require adjustment for very long 
periods of time. Yet they are so accurate as to allow for 
delicate work within the brain. 


Advanced Techniques 
Current, improved techniques are based on Model RC-47C 
and provide the means of treating resistant and difficult 
cases with therapeutic success. 


REUBEN REITER, Se.D. 
38 WEST 48th STREET, NEW YORK 36, N. Y. 
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Nervous 


A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


Physiological Evidence of Rapport During 
Psychotherapeutic Interviews 


Roy COLEMAN, B.S., MILTON GREENBLATT, M.D., and 
Harry C. SOLOMON, M.D. 


The feelings of the therapist toward his 
patient are believed to be highly significant 
in determining the course of psychotherapy. 
Little, however, has been done to identify 
and objectify these feelings as a step toward 
their control and better utilization in the 
psychotherapeutic process. This study is an 
attempt to identify and analyze some “coun- 
ter-transference” feelings aroused in a psy- 
chiatrist during his work with a patient us- 
ing a unique psychophysiological approach. 


I. The Experimental Environment 


The therapy took place twice a week dur- 
ing a six-month period for a total of 44 inter- 
views in a sound-proofed, temperature-con- 
trolled room. The therapist who was a 36- 
year old staff physician of the Southard 
Clinic in the final stages of his personal psy- 
choanalysis, was seated facing the patient 
and conducted psychoanalytically oriented 
psychotherapy. The patient was 34 years 
old, married, and father of five children. He 
had recently received a Ph.D. degree from a 
western university and at the time of the 
treatment was employed at a lower level than 
would be commensurate with his intelligence 
and education. His chief complaint at the 
beginning of therapy was his lack of pro- 


From the Research Department of Boston Psy- 
chopathic Hospital and the Harvard Medical School, 
Department of Psychiatry. 

Read before the Tenth Annual Meeting, Society of 
Biological Psychiatry, Chicago, June 11-12, 1955. 


ductivity and achievement, a symptom of 
long standing, 

A polygraph apparatus located 3 in an ad- 
joining room and connected electrically with 
leads to the therapeutic chamber made pos- 
sible the simultaneous and continuous re- 
cording of the EKG from both patient and 
therapist, the patient’s respiratory cycles 
and finger skin temperature. A lapel micro- 
phone was attached to each individual, mak- 
ing possible recording on the polygraph of 
which individual was talking and how loudly. 
Three clocks summated the total talking time 
of the patient, of the therapist, and the total 
time of the interview. All conversation was 
tape recorded. Immediately after each in- 
terview, the therapist dictated a clinical ac- 
count of the interview, and his thoughts and 
feelings during the interview. 


Besides the automatic electronic recording 
of physiological and verbal phenomena, two 
observers, watching through a one-way mir- 
ror and listening through earphones, re- 
corded coded signals directly onto the poly- 
graph tape. This relieved the psychiatrist 
of being at once therapist and observer, and 
still permitted instantaneous categorization 
of interaction during the process of therapy. 
One observer recorded coded signals of in- 
teraction using a modification of the Bales 
Interaction Process Analysis;' the other re- 
corded clinical judgments of the changes in 
affect expressed by the patient. In the pres- 
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ent study, the observations which categor- 
ized the patient’s emotional expression, the 
heart rates of both therapist and patient as 
recorded by the EKG tracings, and the com- 
ments of the therapist dictated after each 
session, were the basic data used to investi- 
gate the therap-st’s emotional relationship to 
the patient during the psychotherapeutic 
hour. 


II. Definitions of Emotions 


At the beginning of the therapy, a choice 
presented itself between using prearranged 
categories or permitting the categories to 
emerge with increasing understanding of the 
case. Convenience in testing for reliability, 
precision of the definition of the categories, 
and ease of communication favored the for- 
mer procedure. However, it was felt that 
attempting to force the patient’s behavior 
into a preconceived set of categories would 
result in loss of some of the more critical 
dimensions and distortion of data by setting 
too limited a framework. Since physiologi- 
cal differentiation between categories would 
provide an estimate of discreteness between 
them, a function similar to that which would 
be performed by a test of reliability, and 
since precision could be checked at a later 
date by reference to the content of the in- 
terviews, the decision was made in favor of 
the latter procedure. 

The following are the cues on which the 
clinical judgments of patient’s emotions were 
based. (Judgments were not recorded dur- 
ing singing, crying, etc., or during silent 
phases. ) 

“Anxiety”: In general, the patient dis- 
played motor restlessness, overactivity, sha- 
kiness or jitteriness. More specifically, pitch 
of voice rose and a slight tremble was often 
present, rate of speech became more rapid 
and jerky. Facial expression and posture 
became tense, hand gestures became sharper, 
more rapid and jerky. 

“Depression”: Speech became slower and 
softer, and pitch of voice dropped. Corners 
of mouth drooped. Hand gestures became 
slower and broader. Posture was more re- 
laxed. The over-all impression was one of 
sadness and hopelessness. 


“Eatra-punitive Hostility”: Voice became 
louder. Pitch and rapidity of speech rose as 


42 


DISEASES OF THE NERVOUS SYSTEM 


MARCH 


with anxiety but fluctuated more rapidly and 
there was less tendency for words to stumble 
on each other. Body movements and ges- 
tures were directed outwards, usually in the 
direction of the therapist. The total pat- 
tern ind-cated irritability, anger, aggressive- 
ness. 

“Intra-punitive Hostility”: The cues were 
the same as for “Extra-punitive Hostility” 
except that the object of attack was the self 
oi an extension of the self, A note of dis- 
gust was present in the voice. 

Since the emphasis was on recording emo- 
tional expression rather than categorization 
of total interviews, the judgments were re- 
corded w:thout regard to the general mood 
of the patient during the interview. The 
overall mood, however, is reflected in the rel- 
ative number of observations recorded in 
each category (see Fig. 1). For example, 


71 signals of Depression and 7 signals of 
Extra-punitive Hostility were recorded dur- 
ing the sixth interview and 30 signals of De- 
pression and 39 signals of Extra-punitive 
Hostility were recorded during the 17th in- 
terview. The general mood for the sixth 
interview, then, may be inferred as being 
more depressed than hostile, for the 17th in- 
terview more hostile than depressed. Refer- 
ring to the content of these two interviews, 
the sixth was largely concerned with the ap- 
proaching interruption of treatment for the 
summer vacation, the patient’s feeling of in- 
competence in his profession, and his cer- 
tainty that he would never be able to reveal 
some of his deeply hostile feelings about the 
therapist and commence therapeutic work. : 
By the 17th interview, the patient had re- 
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ceived enough support from the therapist to 
express his hostility. In general, examina- 
tion of the content of the interviews sup- 
ports the validity of the judgments given. 


III. Relation of the Patient’s Heart-rate 
To His Emotional Experience 


Heart-rate was chosen as the physiological 
parameter to be correlated with the patient’s 
emotional expression for two reasons: (1) 
Previous clinical and physiological stud- 
ies*:' have shown a significant relationship 
between heart-rate and emotions; and (2) 
since it had been noted in this laboratory’ 
that heart-rate was capable of major beat to 
beat fluctuations, it seemed advisable to use 
this parameter for correlation with the rela- 
tively rapid emotional changes observed in 
the interviews. 

The procedure of analysis was as follows: 
The distance between successive QRS com- 
plexes on the patient’s EKG occurring at the 
moment at which affect was identified was 
taken as a measure of heart rate. Through 


interview +21 the two beats immediately re- 
lated to the affect signals were used; starting 
with interview +22 the paper speed of the 
polygraph was doubled, permitting measure- 
ment of single beats directly related to the 
(Fig. 2 shows a section 


signals of emotion. 


PULSE MEASURED 
THERAPIST'S E.K.G. 


Fig. 2. Section of polygraph tape showing pa- 
tient’s E.K.G., therapist’s E.K.G., a recorded obser- 
vation of the patient’s affect, and the pulses meas- 
ured. 


of the polygraph tape with the two EKG 
lines, the signals, and the places of measure- 
ment. ) 

The Mann-Whitney U Test,” a non-para- 
meric statistic, was used to obtain probabil- 
ity values for comparison of the physiolog- 
ical differences between the categories within 
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each interview. The probability values from 
each interview were then combined accord- 
ing to Jones and Fiske’ to obtain overall lev- 
els of significance. When a category con- 
tained fewer than seven recorded observa- 
tions in an interview, these observations 
were considered as being too few in number 
for statistical use and the category was dis- 
regarded; those interviews which did not 
have seven or more signals in at least two 
categories were rejected. 


Fig, 3a sums up the results of these sta- 
tistical comparisons: 


1. Extra-punitive Hostility was associated with an 
average heart rate three beats per minute faster 
than Depression. (Significant beyond the .001 
level.) 


2. Anxiety was associated with an average heart 
rate ten beats per minute faster than Extra-pu- 
nitive Hostility and 11 beats per minute faster 
than Depression. (Significant beyond the .001 
level.) 


3. Intra-punitive Hostility was associated with an 
average heart rate four beats per minute faster 
than Depression. (Significant beyond the .901 
level.) 


4. Comparison of Extra-punitive Hostility with In- 
tra-punitive Hostility showed Intra-punitive Hos- 
tility associated with a slightly higher rate in 
six out of the seven interviews in which the com- 
parison could be made. The seventh interview 
reversed this trend to a sufficiently large extent 
so that the combined results showed no statis- 
tical difference between the two categories. 


. No comparison could be made between Manifest 
Anxiety and Intra-punitive Hostility as the two 
categories never existed together in sufficient 
numbers in the same interview. In Fig 1 it can 
be noted that in the 18th interview Intra-punitive 
Hostility disappeared entirely with the first ap- 
pearance of Anxiety and was only rarely sig- 
nalled thereafter. 


In general, the different affects were found 
to be associated with different relative levels 
of heart rate. More specifically, Anxiety was 
associated with the highest level of heart 
rate, Depression with the lowest level, and 
Hostility, both extra-and intra-punitive, fell 
in between. 


IV. Relation of Therapist’s Heart Rate 
To Patient’s Emotions 


Having established that the patient’s heart 
rate changed with different emotions, we 
next studied the relationship between the 
therapist’s heart rate and the patient’s emo- 
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tions, in order to explore the possibility that 

a physiological relationship might exist in 

an intimate psychological interaction situa- 

tion. 
Fig. 3b sums up the results. 

1. Extra-punitive Hostility was associated with an 
average heart rate 2 beats per minute faster than 
Depression. (Significant beyond the .01 level.) 

2. Anxiety was associated with an average heart 
rate 5 beats per minute faster than Depression. 
(Significant beyond the .05 level.) 

3. Extra-punitive Hostility showed no difference in 
heart rate from Anxiety. 

4. Intra-punitive Hostility was associated with an 
average heart rate 3 beats per minute faster than 
Depression. (Significant beyond the .05 level.) 

5. Intra-punitive Hostility showed no difference in 
heart rate from Extra-punitive Hostility. 
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Fig. 3a. Patient’s heart rate and psychiatrist’s 
heart rate. Comparison of depression with extra- 
punitive hostility in 19 interviews. 


Fig. 3b. Patient’s heart rate and psychiatrist’s 
heart rate. Comparison of intra-punitive hostility 
with depression and extra-punitive hostility in 6 in- 
terviews. 


Comparison of Fig. 3a with Fig. 3b shows 
the similarity between the pattern of ther- 
apist’s and patient’s heart rate changes when 
the patient was judged as showing various 
emotions. The therapist, then, reacted phys- 
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Fig. 3c. Patient’s heart rate and psychiatrist’s 
heart rate. Comparison of anxiety with depression 
and extra-punitive hostility in 2 interviews. 


iologically to the patient’s emotional expres- 
sion in a manner similar to the patient’s 
physiological reactions to his own emotions. 
There was one exception to this similarity 
of response: The patient during Anxiety 
showed a significantly higher heart rate than 
during Extra-punitive Hostility, while the 
therapist showed no difference in rate be- 
tween these two categories. (The therapist 
advanced the suggestion that during the two 
days when anxiety was predominant, he was 
inclined to view hostility as an attempt to 
master anxiety and therefore could have re- 
acted similarly to the two emotions. ) 

In general, the results indicate that the 
heart rate fluctuates continuously in accord- 
ance with shifts in affect, that qualitatively 
different affects are associated with discern- 
ibly different levels of heart rate, and that 
the therapist in this case exhibited an overall 
“physiologic relationship” with the patient. 

As might be expected, however, the psy- 
chiatrist showed less pronounced differences 
in heart rate for different affects than did 
the patient. In the following section data 
will be presented suggesting that the physio- 
logic relationship of the therapist to the pa- 
tient fluctuates from interview to interview 
with the therapist’s psychological relation- 
ship to the patient. 


V. Relationship Between the Therapists 
Psychological and Physiological Reac- 
tion to the Patient 


The results presented in the preceding sec- 
tion demonstrated that the therapist dis- 
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played an overall “physiologic relationship” 
to the patient. This “physiologic relation- 
ship,” however, tended to fluctuate from in- 
terview to interview, thus allowing for cor- 
relation of fluc.uations in the therapist’s psy- 
chological relationship to the patient with 
fluctuations in his ‘physiological relation- 
ship.” The analysis to be presented in this 
section is concerned with the seventeen in- 
terviews in which Extra-punitive Hostility 
and Depression were compared, as compari- 
sons between these two emotions could be 
made in the largest number of interviews. 
Our hypothesis was that during those inter- 
views when the therapist’s psychological and 
emotional relationship to the patient was dis- 
turbed either by the therapist being preoc- 
cupied with situations in his own life, or by 
productions of the patient or aspects of the 
patient’s transference which would bear on 
the therapist’s own unresolved conflicts, the 
“physiological relationship” would be at a 
minimum, and vice versa. 

In order to judge the nature of the psy- 
chological relationship of the therapist to 
the patient from interview to interview, the 
comments dictated by the therapist immedi- 
ately after each session were reviewed for 
the presence of statements indicating that 
the therapist had been disturbed during the 
hour. The resulting clinical impression was 
that while such statements occurred in all in- 
terviews, three interviews, the 11th, 15th, 
and 20th contained a far larger number than 
any of the others. As a rough quantitative 
estimate of the amount of disturbance pres- 
ent during each interview, the percentage of 
words devoted to statements indicating dis- 
turbance was calculated for each interview. 


For the purpose of correlating the amount 
of disturbance of the psychological relation- 
ship of the therapist to the patient with the 
physiology, the interviews were ranked ac- 
cording to extent of physiological relation- 
ship. This ranking was based on (1) the 
extent to which the therapist associated the 
patient’s expression of Extra-punitive Hos- 
tility with a faster heart rate than Depres- 
sion and (2) the similarity of the therapist’s 
and patient’s response to the two categories. 
Thus the physiological ordering of the inter- 
views took into account both the sensitivity 
of the therapist’s heart rate response from 


interv.ew to interv.ew and the s-milar-ty of 
therapist’s and patient’s responses within 
each interview. 

Correlation of the extent of the “physio- 
logical relationship” with the amount of dis- 
turbance to the psychological relationship is 
shown in Fig. 4 which compares the average 


SEAN OF SIX INTERVIEWS 
SHOWING LEAST 
"PHYSIOLOGIC EMPATHY" 


feted OF ALL 
INTERVIEWS (27) 
USED IN THE ANALYSIS 


OF SIX INTERVI 
SHOWLMG GHEATSST 
“SPAYSICLOGIC EMPATHY" 


WOKDS IN THERAPIST'S COMMENTS INDICATING 


Fig. 4. Relationship between the therapist’s heart- 
rate response to the patient’s emotional expression 
and the percentage of words in the comments dic- 
tated by the therapist immediately after each in- 
terview indicating that the therapist’s ability to em- 
phathize emotionally with the patient had been 
disturbed. 


percentage of words indicating disturbance 
in the six interviews showing the most 
“physiological relationship” with the aver- 
age percentage of words indicating disturb- 
ance in the six interviews showing the least 
“physiological relationship.” The six inter- 
views during which the therapist displays 
the least “physiological relationship” were 
associated with twice the percentage of 
words indicating that he had been disturbed 
during the hours as compared with inter- 
views during which the therapist manifested 
the greatest “physiological relationship.” In 
other words, evidence of a positive physic- 
logical relationship of the therapist to the 
patient is in general found only during those 
interviews in which the therapist was rarely 
d‘sturbed by his own precccupations or by 
material in the patient’s productions or as- 
pects of the patient’s transference which 
wou'd bear on the therapist’s unresolved con- 
flicts. The correlation between the thera- 
pist’s and patient’s pulse changes, then, 
would seem to be a reflection of the psycho- 
logical relationship of the therapist to the 
patient. 
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Discussion 


Many early workers in the field of psycho- 
therapy tended to emphasize the impersonal 
aspects of the therapist’s role, conceiving of 
a patient interacting and relating as a total 
personality with a neutral and objective in- 
tellect. More recently it has been recognized 
that the therapist, no matter how “normal” 
or ‘“‘well-analyzed,” still brings into the ther- 
apeutic environment his individual person- 
ality, and that as a result, the process of 
psychotherapy is more realistically con- 
ceived as the relationship and interaction of 
two total personalities. Rather than deny- 
ing both the individuality of the therapist 
and the emotional areas of his personality, 
the present trend of research seeks to in- 
vestigate the therapist as a person and his 
relationship to the patient with the hope 
that knowledge and conscious use of his per- 
sonality will increase his therapeutic effec- 
tiveness. 


One aspect of the relationship of the ther- 
apist to the patient which many writers have 
viewed as of therapeutic value may be re- 
ferred to as ‘“empathy.’’*”'? Reich, for ex- 
ample, states her attitude as follows: ‘‘The 
act of understanding of the patient’s produc- 
tions in analysis and the ability to respond 
to them skillfully is not based solely on log- 
ical conclusions, It seems obvious that this 
kind of insight into the patient’s problem is 
achieved via the analyst’s own unconscious. 
It is as if a partial and short-lived identifica- 
tion with the patient had taken place. The 
evidence of what is going on in the patient’s 
unconscious, then, is based on an awareness 
of what is going on in the analyst’s own 
mind.” 

Although it would be difficult to state with 
confidence the specific conditions under 
which empathy would occur, the intimate na- 
ture of the therapeutic interaction would in 
itself seem to encourage empathic feelings in 
the therapist. Empathy, however, would not 
be expected to occur at times when the ther- 
apeutic relationship may be disturbed by 
negative countertransference feelings or by 
the therapist being preoccupied with extra- 
therapeutic concerns. 

In the preceding section, it was shown that 
the physiologic relationship of the therapist 
to the patient was in general not found dur- 
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ing those interviews when the therapist was 
disturbed. It appears likely, then, that the 
physiologic relationship observed in this 
case was a reflection of Reich’s ‘partial and 
short-lived identification,” or, phrased differ- 
ently, a physiological manifestation of one 
aspect of the relationship of the therapist 
to the patient, namely psychological em- 
pathy. 

It is realized that the data which form the 
structure of this study were drawn from only 
one case of psychotherapy. Clinical judg- 
ments of the therapist and other members 
of the project, comparison of psychological 
tests given before and after therapy and 
evaluated independently by two clinical psy- 
chologists, and a follow-up interview with 
the patient several months after the termina- 
tion of therapy, all indicated that significant 
therapeutic progress had been achieved. The 
question remains, however, as to how far we 
can generalize from this one successful case 
to others, 


No data have been presented to indicate 
that the therapist’s empathy with the pa- 
tient assisted him in gaining insight into the 
patient. Nor is it possible to judge if, in 
terms of the final results, the psychiatrist 
was more therapeutic in the interviews dur- 
ing which his relationship to the patient was 
least disturbed. The data do provide, how- 
ever, tangible physiological evidence of the 
therapist’s active emotional participation in 
a successful psychotherapeutic relationship. 


Summary 


The relationship of the therapist to the 
patient is believed to be highly significant in 
determining the course of psychotherapy. 
This study has utilized both psychological 
and physiological data from one successful 
case of psychotherapy in an attempt to ob- 
jectify the therapist’s feelings toward his pa- 
tient during the course of therapy. 

Analysis of the heart rate of the patient 
revealed Anxiety associated with the highest 
rate, Depression with the lowest, and Hos- 
tility, both extra- and intra-punitive, in be- 
tween. The therapist’s heart rate response 
to the patient’s emotional expression re- 
peated this pattern with the one exception 
that Anxiety showed no difference from Ex- 
tra-punitive Hostility, thus revealing a 


pate 
‘ 
4 
Muy 


1956 


“physiological relationship” of the therapist 
to the patient. Analysis of the comments 
dictated by the therapist immediately after 
each interview indicated that the ‘‘physiolog- 
ical relationship” was not displayed by the 
therapist when his psychological relationship 
to the patient was disturbed by extra-thera- 
peutic concerns or by negative countertrans- 
ference feelings. These data provide tan- 
gible evidence of active emotional participa- 
tion by the therapist during one successful 
case of psychotherapy. It is suggested that 
the physiological relationship found in this 
case reflects psychological empathy, Some 
of the limitations of the data are discussed. 
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Studies of the Toxicity of Schizophrenic Blood Serum 


CLAYTON B. EDISEN, M.D. 
New Orleans, Louisiana 


It has recently been suggested that an 
inherited biochemical aberration may be a 
dominant factor in the causation of schizo- 
phrenia,' and many attempts are being made 
to detect physiological differences between 
schizophrenics and normals and to describe 
schizophrenia in physiological terms.** Al- 
though not denying the importance of emo- 
tional influences, or the study of the subjec- 
tive and descriptive aspects of psychology, 
this shift in emphasis has led to a more com- 
prehensive approach to the problem of psy- 
choses and should ultimately result in a 
more complete understanding of the mani- 
fest psychopathological phenomena. In view 
of this interest in the physiological manifes- 
tations of psychoses, reports of a toxic fac- 
tor in the blood serum of schizophrenics 


From the Department of Psychiatry and Neurol- 
ogy, Tulane University School of Medicine. 

Study supported in part by a grant-in-aid from 
The Commonwealth Fund. 


which can be demonstrated by using tadpoles 
as test organisms seem particularly provok- 
ing. 

It is difficult to make correlations with the 
available data as different genera and species 
of tadpoles and different concentrations of 
schizophrenic and normal serum are used, 
the details of the experimental technique are 
generally not clearly defined, and all the se- 
ries involve a relatively small number of pa- 
tients. The high spontaneous death rate of 
young tadpoles is another factor of under- 
mined significance.‘ It is apparent, therefore, 
that some of the previous data should be 
tested. In addition, the present study was 
designed to extend the original observations 
by using planaria and a large number of a 
new genus and species of tadpoles, and by 
exposing tadpoles to the protein-free alcohol 
fractions of schizophrenic and normal serum. 

The previous investigations report the 
presence of a toxin in the blood serum of 
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schizophrenics which has not been detected 
by the usual means of examination; and if 
the results could be repeated their impor- 
tance would be considerable, for perhaps a 
bioassay for this substance could be devel- 
oped which would afford a new, objective 
method for the evaluation of diagnosis and 
treatment. Furthermore, if toxicity is pres- 
ent as indicated by these studies, then the 
properties of the toxic factor could be more 
clearly determined by means of manipula- 
tion of the serum prior to adding it to the 
tadpole medium. The cause of tadpule death 
would be another area for investigation. 

Before proceeding with the report of the 
present study, it is germane to briefly review 
the work done by other investigators. 

Using tadpoles of Rana catesbiana and a 
1:1000 dilution of schizophrenic and normal 
blood serum in water, Lazell and Prince’ 
found that within three days or less every 
tadpole exposed to schizophrenic serum was 
dead, whereas life and growth of tadpoles 
exposed to normal serum was sustained dur- 
ing the one-month period of the experiment. 
Above a concentration of 1:500 normal se- 
rum was also toxic, which seemed to indi- 
cate a direct intoxication with increasing 
concentration, 

Malis® used the larvae of Rana temporara 
as well as the isolated frog and rabbit heart 
and peas as biological indicators of toxicity. 
With a concentration of 3 cc. serum to 200 
cc. of pond water (1:66.6) he found, after 
an initial observation period, that tadpoles 
exposed to serum from schizophrenics ex- 
hibited a lag in their tempo of morphogen- 
esis when compared with two control groups 
(no serum and serum from normals), and 
that frogs issuing from tadpoles in the group 
exposed to schizophrenic serum were of low 
viability, usually dying within twenty-four 
hours after transfer to a terrarium. In two 
series of experiments, the serum of acutely 
disturbed catatonic patients rapidly killed 
the tadpoles. In addition, the toxic action 
for tadpoles of spermocrin was stimulated 
by schizophrenic serum, whereas the toxic 
action of thyroidin was diminished. 

More recently, Roland Fisher** used Xeno- 
pus levis Daudin larvae and exposed them to 
blood serum from normals and schizophren- 
ics in concentrations of 1:100 and 1:50. 
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Healthy control individuals exhibited a tox- 
icity index of 1.2 and 3.3 in the 10 ml/L 
and 20 ml/L dilutions respectively, whereas 
corresponding values for a group of non- 
chronic schizophrenics were 5.3 and 8.4 re- 
spectively. The toxicity was greatest for 
acute untreated cases and seemed to paral- 
lel the physical status of the patients, grad- 
ually decreasing to values near normal with 
spontaneous remission or successful treat- 
ment. Dialysis or exposure of the serum to 
56 degrees C for 30 minutes resulted in a 
disappearance of toxicity. 


Twenty-five to 50 ml/L of urine from 
schizophrenics also caused a higher tadpole 
mortality than normal urine, and even after 
boiling for thirty minutes the toxicity was 
still present’* 


Fischer believes the toxicity to tadpoles 
is positively correlated with the degree of 
stress the patient is experiencing and sug- 
gests that the schizophrenic might have a 
genetically inherited abnormally low thres- 
hold for stress.* Georgi, Rieder and Weber” 
criticize Fisher’s interpretations, and Rie- 
der'’’ reported results showing an inhibition 
of yeast cell metabolism by schizophrenic 
serum and the unsuitability of the Xenopus 
method for the detection of the toxic factor 
in the body fluids of schizophrenic patients. 
In rebuttal, Fischer'' challenges this ‘“un- 
substantiated generalization” with regard to 
the unsuitability of the Xenopus method and 
further reports that using this method he 
detected ammonia as one of the main toxic 
factors in the urine of schizophrenics. Tad- 
poles possess no method for the detoxifica- 
tion of ammonia, which is their normal ex- 
cretory product of protein metabolism ;'* and 
with the available water supply limited by 
the experimental conditions, addition of ex- 
ogenous ammonia could result in poisoning. 
However, ammonia could hardly be a toxic 
factor specific for schizophrenia,'! but it 
probably is a reflection of more acidic urine 
secondary to general factors such as dimin- 
ished food intake and high protein catabo- 
lism. 


Method 
Bufo valliceps and Rana catesbiana tad- 
poles were maintained in 10% amphibian 
Ringer’s solution which was changed every 
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two days, and they were given a daily feed- 
ing of boiled leaf spinach. Volume of water 
and number and age of tadpoles varied and 
will be reported separately with the results. 
All tadpoles were raised under laboratory 
conditions for at least two weeks before be- 
ing used in an experiment, and the minimum 
observation period subsequent to exposure 
to schizophrenic or normal serum or the al- 
cohol soluble serum fraction was also two 
weeks. Exposure time for all tadpole series 
was 24 hours. 


The alcohol soluble serum fraction used 
in some of the experiments was prepared by 
pipetting off the supernatant of a centrifuged 
mixture of 1 ml. human serum to 4 ml. of 
absolute ethyl alcohol. 


Dugesia dorotocephala planaria were main- 
tained in group of five in Petri dishes con- 
taining 49 ml. of pond water which was 
changed every other day, and they were 
given daily feedings of liver. The planaria 
were cut transversely in the approximate 
midpoint of their AP axis, and the posterior 
ends were discarded. One ml. of serum was 
added to their medium, giving a dilution of 
1:50, and the exposure time was 48 hours. 


The laboratory is air-conditioned with a 
thermostatically controlled temperature of 
70° F. 

The patient population consisted of hospi- 
talized schizophrenics, including representa- 
tives of all the major subgroups, at the Char- 
ity Hospital of Louisiana in New Orleans and 
the Veterans Administration Hospital, Gulf- 
port, Mississippi. The patients were either 
acute reactions or chronic cases entering a 
relapse. No patient was on active somatic 
or drug therapy at the time the samples were 
obtained, and the patients were free from 
any intercurrent diseases. 

Findings 

In the first trial an attempt was made to 
determine the concentration of serum that 
would be directly toxic for Bufo valliceps 
larvae. Ten tadpoles were placed in each of 
21 trays containing 250 ml. of dilute am- 
phibian Ringer’s solution; and after the ini- 
tial observation period they were given a 


24-hour exposure to serum dilutions of 
1:100, 1:500, 1:1000 and 1:2000 of three pa- 


tients and two normals, tray 21 having no 
serum added. Of the 80 tadpoles exposed to 
normal serum, 42% were alive after 3 days 
and 5% were alive after two weeks, whereas 
of the 120 tadpoles exposed to schizophrenic 
serum, 53% survived more than three days 
and 29% were alive after two weeks. The 
surviving tadpoles were found equally dis- 
tributed among the several serum dilutions. 
Unfortunately, all but one of the tadpoles 
not exposed to serum also died within the 
two-week period, illustrating the unpredict- 
able viability of young tadpoles. 

In the second trial, Bufo valliceps tadpoles 
were raised in the laboratory from fertilized 
eggs for a period of 20 days, and Rana cates- 
biana tadpoles of unspecified age were ob- 
tained from a commercial biological supply 
house and kept under laboratory conditions 
for 14 days prior to the experiment. Rana 
catesbiana, the American, southern, giant 
bullfrog, was chosen in an attempt to dupli- 
cate the results of Lazell and Prince; and a 
concentration of 1:1000 serum — Ringer’s 
was used as this had been reported by them 
as safely above the level of direct intoxica- 
tion for Rana catesbiana,’ and it was appar- 
ent from the first trial that this concentra- 
tion was not directly toxic for Bufo valliceps. 
Ten tadpoles per 50 ml. solution were used 
for the Bufo valliceps series and four tad- 
poles per 500 ml. solution were used for the 
Rana catesbiana series. 

The serum from 10 patients and 5 normal 
controls was used for the Rana catesbiana 
and first Bufo valliceps series, and the serum 
from 20 patients and 10 controls was used 
for the second Bufo valliceps series. Each 
series also had 5 control trays to which noth- 
ing was added, In addition, the alcohol su- 
pernatant of schizophrenic serum at a con- 
centration of 1:200 was added to 10 trays 
each of the Rana catesbiana and first Bufo 
valliceps series. 1:200 was chosen as ap- 
proximating the concentration of alcohol- 
soluble material in 1:1000 serum—10% 
Ringer’s dilution as the alcohol was added to 
the serum in a ratio of 4:1 in preparation. It 
had been determined previously that 1:200 
alcohol-Ringer’s had no direct toxic action 
over a two-week observation period. The re- 
sults of these series are summarized in 


Table I. 
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TABLE I. 
Tadpole Survival After Exposure to 


Schizophrenic Serum 
Percentage Survival 
Description 3days 7days 14days 


SERIES I—Rana catesbiana 


1:1000 Serum-Ringer’s (10 
1:1000 Serum-Ringer’s (5 
100 90 75 


1:200 Ale. fraction-Ringer’s 
(10 patients) 
Nothing added (5) 
SERIES II—Bufo valliceps 


100 =100 97.5 
100 95 90 


1:1000 Serum Ringer’s (10 

1:1000 Serum-Ringer’s (5 


1:200 Alc. fraction-Ringer’s 
(10 patients) 
Nothing added (5) 
SERIES III—Bufo valliceps 


100 99 93 
100 98 96 


1:1000 Serum-Ringer’s (20 
1:000 Serum-Ringer’s (10 


Nothing added (10) 100 97 92 


In addition to the experiments with tad- 
poles, a further attempt was made to test 
the statement of Lazell and Prince’ that 
schizophrenia ‘“‘affects not only those vital 
processes which control growth and differen- 
tiation but also those which induce meta- 
morphoses from the stage of development to 
that of adult life’ and to develop a simpler, 
less expensive method of assay using tran- 
sected planaria. Seven patients and seven 
normal controls were used, and to seven 
trays nothing was added. At the end of the 
two-week period of observation, the number 
of regenerated planaria in the group ex- 
posed to schizophrenic serum was slightly 
greater than in the control groups. 

Using four patients, four controls and 
Bufo valliceps larvae, the urine was also 
tested for a toxic factor with inconclusive 
results. 

Comment 

There are many possible reasons for the 
failure of these experiments to demonstrate 
a toxic factor in the blood serum of schizo- 
phrenics as there are a number of factors 
not subject to control when dealing with 
such complex material, The known unpre- 
dictable viability of young tadpoles as dem- 
onstrated by spontaneous deaths occurring 
in groups not exposed to serum may be an 
important factor, but this really explains 
very little. Bufo valliceps tadpoles may have 
special metabolic processes which make 
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them peculiarly unfit as test organisms, and 
for the Rana catesbiana series the condi- 
tions of the experiments by Lazell and 
Prince’ may not have been reduplicated. 
There is, however, no obvious reason why 
the experiments failed to demonstrate a toxic 
factor. 

Objectively, the only conclusion warranted 
is that by employing a technique reported 
prev.ously by several workers, a toxic fac- 
tor in the blood serum of schizophrenics was 
not demonstrated using a large number of 
a new genus and species of tadpoles and one 
previously used, and using planaria. No 
definitive statement can be made about the 
toxicity of schizophrenic urine as the sample 
is too small. 


The author wishes to express his appreciation to 
Dr. Roberts, director of the Gulfport Veterans Hos- 
pital, for permission to obtain blood samples. 
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Cardiovascular Responses in Psychiatric Electrotherapy 


WILLIAM HALL LEwIs, JR., M.D. 
New York, New York 


Psychiatric electrotherapy, in addition to 
its proven value in treatment, provides an 
unparalleled opportunity for carrying out 
observations on certain induced and tempo- 
rary physiologic disturbances of the human 
circulatory mechanism.' 

Since electrotherapy is given to patients 
with normal as well as diseased cardiovascu- 
lar systems, and also since a patient usually 
receives a series of treatments (which for- 
tunately from a scientific standpoint permits 
him to serve as his own control), observa- 
tions of great value, especially on the role of 
the neurogenic factors in circulatory re- 
sponses, may be carried out, 

In addition to the theoretical matters 
which we have mentioned, there is the re- 
lated practical problem of providing safe and 
effective electrotherapy to patients who are 
suffering from cardiovascular disease. In 
fact it was this aspect of the problem which 
first caused these investigations to be under- 
taken. Depression is a common psychiatric 
illness in older patients, and it is, of course, 
just within this age group that cardiovascu- 
lar disease has its highest incidence. Also 
organic mental conditions, which may be 
ameliorated by electrotherapy, are more 
common in these older patients. Thus, the 
aim of theoretical investigation and that of 
practical management are joined in the study 
of the cardiovascular responses in psychia- 
tric electrotherapy.° 

In association with Drs. Lawrence H. Ga- 


Read before the Eastern Psychiatric Research As- 
sociation, New York City, December 8, 1955. 


hagan, D. Jeanne Richardson and Daniel 
Sheehan, a fairly extended series of observa- 
tions on the circulatory reactions in electro- 
therapy have been carried out on patients 
under individual hospitalization at Doctors 
Hospital. Pathologic conditions of the cir- 
culatory apparatus found in these patients 
included aortic aneurysm, valvular (rheu- 
matic) heart disease, old coronary artery 
disease with healed myocardial infarction, 
myocardial insufficiency, cardiac rhythm dis- 
orders, hypertensive and _ arteriosclerotic 
heart disease. 

There is substantial evidence that failure 
in the cardiovascular system is the main 
cause of death associated with electrother- 
apy.’ The electric stimulation of the brain 
sets into action a sudden and also slightly 
delayed series of disturbances in the circula- 
tory system; these are neurogenic or, per- 
haps in some respects neuro-endocrine, re- 
sponses. (Parenthetically, it seems to me 
that the expression ‘‘electro-shock” is a mis- 
nomer; there is no shock in any medical 
sense of the word unless, of course, the pa- 
tient should go into a state of shock as a 
result of the treatment. This unhappy phrase 
should be avoided. ) 

There are five main manifestations of car- 
diovascular strain in unmodified electrocon- 
vulsive therapy (Table I): 

1. Disturbances in the initiation and con- 
duction of the cardiac impulse. These car- 
diac arrhythmias are classified, according to 
their origin, into (a) vagal and (b) extra- 
vagal. 


TABLE I. 


MAIN SIGNS AND SOURCES OF CARDIOVASCULAR STRAIN IN 
UNMODIFIED ELECTROCONVULSIVE THERAPY 


1. Cardiac arrhythmias. 


b. Extravagal. 
2. Paroxysmal arterial and venous hypertension. 


mnereased work Of tHE NEAL. 
PREVENTED BY 100% PLUS 


5. Hypoxia. OXYGEN INSUFFLATION 


PREVENTED BY ATROPINE 


PREVENTED BY MODIFICATION 
WITH I.V. BARBITURATE ANES- 
THESIA PLUS SUCCINYLCHOLINE 
(MYONEURAL) BLOCKADE 
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2. Paroxysmal arterial and venous hyper- 
tension. 

3. Increased work of the heart. 

4. Valsalva phenomenon. 

5. Hypoxia. 

Before considering the means for reduc- 
ing or eliminating these sources of cardio- 
vascular strain in treatment, we need to re- 
mind ourselves that the adequacy of the cor- 
onary circulation is a factor of prime impor- 
tance. Thus, in the presence of a diseased 
or constitutionally inadequate coronary cir- 
culation, any of these strains, listed above, 
may become intolerable.*” Unmodified elec- 
trotherapy produces temporarily circulatory 
changes which resemble important forms of 
cardiovascular disease, e.g. rhythm disor- 
ders, vascular hypertension, coronary insuf- 
ficiency, myocardial insufficiency, cardiac 
dilatation, etc. It is only because of the tran- 
sient nature of these phenomena that we 
speak of them as resembling cardiovascular 
disease rather than being actually of that na- 
ture. But, of course, whenever a death in 
treatment occurs, these phenomena then 
may have the equivalence of actual cardio- 
vascular disease. 

Through the use of various modifying pro- 
cedures, these sources of strain in treatment 
may be eliminated or reduced. The problem 
is not completely solved. In Table I there 
are indicated the most effective means for 
preventing certain forms of cardiovascular 
strain in treatment. The word “prevent’”’ 
here is used advisedly. 

Vagal arrhythmias can be consistently pre- 
vented by adequate atropinization.** We rec- 
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ommend an intravenous dose of 1.2 to 2.4 
mg. (1/50 to 1/25) of atropine sulfate.’’* We 
urge that atropine be used routinely. 


Increased work of the heart and Valsalva 
phenomenon can be prevented by modifica- 
tion with intravenous barbiturate anesthe- 
sia plus succinylcholine (myoneural) block- 
Whenever 100% oxygen insuffla- 
tion is also used, hypoxia is prevented.’ 


The two forms of treatment-induced car- 
diovascular strain which are not prevented 
by the entire above-described technique are 
extravagal arrhythmias and paroxysmal vas- 
cular hypertension. The incidence and se- 
verity of extravagal arrhythmias may, how- 
ever, be reduced by quinidine or chlorproma- 
zine.':*:":'> We have not tried procaine amide; 
but it may be helpful in this regard. In 
Table II is shown a classification of treat- 
ment-induced arrhythmias, both vagal and 
extravagal, which are classified according to 
their severity. 


Paroxysmal hypertension, which is rapidly 
induced at the time of treatment and which 
may last for as long as one-half hour, has 
not been so far prevented.''’ Preliminary ob- 
servations on tetraethylammonium chloride 
administered intravenously a few minutes 
before the electric stimulation, however, in- 
dicate that this drug may significantly re- 
duce the severity of the rise in blood pres- 
sure as well as also have a quieting effect 
upon that part of the neurogenic mechanism, 
which produces the arrhythmias in treat- 
ment.’ Thus, it is now feasible to prevent 
or ameliorate all the known manifestations 


TABLE II. 


CARDIAC ARRHYTHMIAS, TREATMENT-INDUCED, ACCORDING 
TO THEIR SEVERITY 


| Atrial premature contractions. 


Scattered ventricular premature contractions (VPC’s). 


1. Mild 4 Short runs of VPC’s. 


Occasional short pause. 


Asystole up to 214 seconds. 


2. Moderate 4 


Frequent VPC’s with long runs of bigeminy or trigeminy. 


Frequent VPC’s of varying patterns and with beginning disruption of the basic car- 


3. Severe diac rhythm. 


Asystole for from 21% to 5 seconds. 


Ventricular tachycardia. 
4. Very severe 
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Disruption of the basic cardiac rhythm, resembling ventricular fibrillation. 
Asystole for more than 5 seconds. 
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of cardiovascular strain in treatment. Un- 
doubtedly further significant improvement 
will be available in the future. 

Finally, we would like to express our opin- 
ion, as a cardiologist, as to the safety of elec- 
trotherapy. Although electrotherapy char- 
acteristically produces a variety of sudden 
and intense circulatory responses, these dis- 
turbances rarely leave after-effects or or- 
ganic residues. Similar disturbances of in- 
trinsic cardiovascular origin, on the other 
hand, are frequently dangerous, That is to 
say, Similar disturbances arising as a result 
of cardiovascular disease, are usually signs 
of severe disease of the circulatory system. 
The fact that the duplicate disturbances, in- 
duced as an unwanted by-product of psychi- 
atric electrotherapy, are usually not danger- 
ous is perhaps explained by their central ori- 
gin, i.e., the result of electric stimulation of 
the brain, and their transient nature. Even 
patients with severe cardiovascular disease 
can, as a rule, tolerate electrotherapy, when- 
ever the treatment is carefully managed.* Pa- 
tients with vascular hypertension, for exam- 
ple, can tolerate the additional, temporary 
hypertensive effects, and then have a return 
to the pre?treatment hypertensive level. 

With proper management there are rela- 
tively few cardiovascular conditions which 
would contra-indicate simultaneous electro- 
therapy. These adverse conditions are prob- 
ably limited to severe congestive heart fail- 
ure, acute coronary thrombosis with myo- 
cardial infarction, and certain rare and dan- 
gerous cardiac arrhythmias, such as ventric- 
ular tachycardia. In all of these ailments 
it is usually possible to improve the heart 
condition before starting a course of electro- 
therapy. 

We can safely say that usually the un- 
treated psychiatric illness, for which elec- 
trotherapy is indicated, involves a greater 
risk than does treatment in the presence of 
cardiovascular disease, As a fair example 
of the risk in treatment, there have occurred 
over a six year period five deaths in associa- 
tion with electrotherapy, modified and un- 
modified, at Rockland State Hospital, Or- 
angeburg, N. Y.‘ These deaths were associ- 
ated with 70,000 treatments in 5,325 patients. 


In this extensive series, the case fatality 
rate, therefore, was one in 1,065, and the 
treatment fatality rate was one in 14,000. 
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In the course of this paper, I propose to 
be somewhat loose about the use of the terms 
“deliberate lying’ and “unwitting distor- 
tion,” but in each of the three illustrative 
cases I hope to be able to show what the un- 
derlying needs are that make for conscious 
or unconscious distortion. 


In psychotherapy, I saw a person who had had 
throughout his life serious difficulties in his mode 
of social adjustment, which were built around pas- 
sive or submissive techniques. This patient worked 
assiduously on his then current difficulties which 
centered around his problems with authority, and in 
our effort to get at the genetic basis for his unhap- 
piness, he worked intensively on his relationship to 
his parents, especially his father who had com- 
mitted suicide when the patient was sixteen. In the 
course of therapy, the picture of his family changed 
from dark gray to almost black, and at a point 
where the picture could not be made any darker, 
he told me that from what he now knew about his 
unhappy relationship to his parents, he could un- 
derstand the development of his present intense in- 
security. 


This statement was made after he had been in 
therapy for one year. At this juncture the patient 
began to markedly deintensify his therapeutic work 
and appeared tense, preoccupied and depressed. I 
was ineffective in discovering with the patient what 
was going on. We simply rehashed matters that 
apparently had no bearing on what was making 
for the almost complete shut-down of his contribu- 
tion to the therapeutic effort. 


After this let-up had lasted for some weeks, he 
came in one day and said, “I’ve been deathly afraid 
to come here for I don’t know how long, and I’m 
scared to tell you today what’s been on my mind, 
but I’ve got to tell you before it runs me crazy. 
Ever since I finished telling you about what my par- 
ents did to me as a child, I realized I had told you 
a bunch of lies which I believed myself, until I got 
home one night and started thinking about what I 
had been telling you. The first thing I realized was 
that Dad didn’t come home every night at five 
o’clock and beat hell out of me, like I’d been telling 
you. He only beat hell out of me once, when mother 
called him home around five o’clock to punish me. 
I don’t remember what I was punished for, but I do 
remember the beating.” After the patient had re- 
vised several other stories, I asked him why he felt 
he would go crazy if he didn’t deliver himself of 
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these corrected versions of his stories. He replied, 
“I was afraid if I told you I had been lying, I would 
be kicked out of therapy. To realize I wasted so 
much of your time telling you things that were ab- 
solutely untrue, has made me shudder to think of 
what you might do.” 

The patient went to New York to visit his mother 
the weekend of the session just referred to. He 
asked his mother if she remembered calling his fa- 
ther home to punish him when he was about six 
years of age. She said that she had never forgotten 
the incident—that the beating was so severe that 
she had often regretted calling the father home. 
The patient then asked his mother why his father 
had been called home. The mother answered, “You 
frightened me horribly that day. I couldn’t find 
you. When you came home you told me that you 
had been waiting for school to be out so you could 
play with Jerry, but Mrs. Brown said later on that 
afternoon, that she found you playing with Sarah 
in an unnice way in her bathroom, and she de- 
manded that I do something about it.” 

The patient later pointed up during therapy that 
the sex play, to him, did not seem to be nearly as 
important, in connection with the beating, as the 
fact that he had told a lie. He then spent time dis- 
cussing how a lie might be the equivalent of a brutal 
beating from me, i.e., the possibility of my abruptly 
dismissing him from psychotherapy. Following this, 
we went into his tendency to paint his life in the 
blackest of colors. It came out that he had in- 
dulged in such descriptions from an early age—that 
they had served him many times as a method for 
getting attention and sympathy, but only recently 
had it dawned upon him that they were either exag- 
gerated or totally untrue. 


I learned from him that a distortion, con- 
scious or unconscious, in an emotionally sick 
individual probably has important roots in 
early interpersonal anxiety-producing expe- 
riences. If I had to interpret how this person 
came to recognize that he was overdrawing 
the significant unhappy events of his life, I 
would say that my unwitting acceptance of 
his unwitting distortions created within him 
an intuitive awareness that he could risk 
identifying his distortions as such, and after 
so doing, was able to see that they were no 
longer needed as a means of gaining accept- 
ance in the therapy situation. 

I also learned, especially in my later work 
with this patient, that even when he ques- 
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tioned his own statements and apparently 
wanted to tell the truth, each story had to 
go through a varying number of versions be- 
fore the true story was produced. 


A Dutch psychotherapist, whose name I 
cannot recail, said that each patient has to 
tell his life history seven times before he can 
give an honest rendition of the facts. This 
statement alerts us to the need to be patient 
with contradictions, distortions and lies we 
hear from patients, but the fact that telling 
the story seven times may, in itself have no 
intrinsic value, is pointed up by a patient 
who came into therapy to see if anything 
might be done about his homosexuality. 


This patient, in his initial work, appeared to go 
all out for therapy. I might add that I have never 
had a patient make such diligent, almost full-time 
investment of his energy in therapy. His habit was 
to come in and pick up where he left off the pre- 
ceding hour, and push forward into exploring and 
uncovering the basis for whatever facet of his prob- 
lem he was working on at the moment. Affect and 
content went hand in hand and revisions, formula- 
tions and reformations, without much participation 
on my part, were periodically presented. Once I 
found myself quite intrigued with his latest formu- 
lation of the dynamics of his homosexuality. Be- 
sides feeling intrigued, I wondered about something 
and expressed my wonder to the patient in this 
way: “I have listened with great interest to your 
latest formulation and your report of progress, but 
tell me why, with this reported improvement in your 
understanding of homosexuality, there is never any 
mention of movement in the direction of the oppo- 
site sex.”” Immediately after I completed my ques- 
tion, the patient gave me a fierce agitated look, got 
up from the couch, and walked out of my office. I 
felt considerable anxiety about the radical change 
in his behavior that my question provoked and out 
of my anxiety I tried to contact him by telephone, 
but failed. I was greatly relieved two days later 
to see him in the reception room awaiting his ap- 
pointment. As he got on the couch, he said in part: 
“I’ve never told you before that I came here orig- 
inally to escape prosecution. For this reason I 
wanted you to think I was better than I actually 
was, in case you received notice to give a report 
to the County Attorney. I had asked him not to 
bring you in on my case for reports, and to trust 
me to let him know if I didn’t get better. But all 
along I’ve been expecting you to tell me that you 
knew I was in legal trouble and that you would 
have to send a report in on me. When you said I 
hadn’t talked about making any movement in the 
direction of the opposite sex, I knew what your re- 
port would be if you were called on to give one. 
Well, I know I've been trying to kid you, and early 
in the work I succeeded in kidding myself about my 
getting better, but I think now that maybe you 


realized before I did that I was trying to put some- 
thing over on us both. I think I’ve been wanting 
to come in here and tell you the truth about myself, 
but it looks like my old habit of telling lies and 
trying to get away with them is catching up with 
me.” After listening to the patient’s full account of 
what happened within himself, during the interval 
between this and his previously aborted hour, I sug- 
gested that we find reasons for his being here, other 
than to ensure my writing the County Attorney a 
good report if the need arose. He pointed out that 
he needed and wanted help, but didn’t feel that he 
had accomplished anything so far in his effort to 
elaborate clues from books he had read which fitted 
his case. I wondered aloud if it wouldn’t be well 
for him to drop his reading and to take himself 
more seriously. At this suggestion, he looked at me 
quizzically and said, ‘“I have never taken myself 
seriously—nor has anyone else.”’ Since his response 
seemed to be especially serious, I repeatedly, through 
the months, brought him back to it, and pressed for 
its elaboration. One day he came in and said, “I 
think I know now why I lie and cover up my real 
intentions, whether I’m here or anyplace else. You 
know I’ve told you many times that mother and 
dad never took me seriously; never gave me any 
approval—just criticized. I’ve told you, too, that 
I was afraid to go against them, so I acted like 
I was going along with them. I told them what 
they wanted to hear and did just enough of what 
they expected to make them feel that I was with 
them one hundred per cent. Well, one day I was 
falsely accused by my father for what J. had done 
with one of the girls in the neighborhood, and I 
couldn’t clear myself. It was held against me by all 
of the adults in the neighborhood. But from then 
on, J. became my hero. He didn’t give a damn what 
he did; he lied, stole, cheated, had sex with both 
boys and girls, and told everybody, including his 
folks, where they could go. I started having sex 
with him and the same girls that he had sex with. 
I also started cheating at school, and stealing any- 
thing that wasn’t nailed down. The only thing I 
couldn’t do that J. did was raise hell with my folks 
and tell them where to go. When J. moved to an- 
other town I cried like a baby, but everytime I meet 
someone that’s a little bit like him, I go all out for 
him. With everyone from J. on, that I’ve been 
mixed up with homosexually, I’d lie for, steal for, 
even kill for, if I thought I could get away with 
it.’ In responding to the patient, I said: “It ap- 
pears you used J. and people like him, who were not 
afraid to express their feelings, to make up for your 
fear of dealing directly with your resentments to- 
ward your mother, father, and people who reminded 
you of them. It’s no wonder, with your fear of 
giving honest expression to your feelings, that 
when you and your parents are at odds, you resort 
to lying to escape conflict with them, or to homo- 
sexual relationships with people like J. to get some 
feeling of belonging.’ Since the latter exchange 
with the patient, we have focused on his interper- 
sonal anxieties, especially his resentments in conflict 
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situations involving either his parents, his present 
superior, or myself. Currently, his verbalization of 
his feelings is far ahead of his ability to use them 
constructively in his significant relationships. The 
latter is shown by the continuing, though lessening, 
tendency to get involved in a defensive network of 
lies on his rather frequent visits to his parents’ 
home. 

In this patient, unwitting distortion and delib- 
erate lying have served his anxiogenic needs to ex- 
press covert defiance toward, and to escape conflict 
with, his parents and authority figures. These same 
mechanisms also permitted him to kid himself into 
thinking he had achieved considerable improvement 
in his early therapy. Relative to his relationship to 
me, his tendency toward distortion has been more or 
less that of subtle or unconscious self-deception. Of 
late, he has made efforts to persuade himself about 
his confidence in me, as his therapist, by referring 
two persons who have identified him as the refer- 
ring source. On the other hand, he has dreamed 
of having a hernia which he wants to have operated. 
As he goes to the office of the surgeon he has seri- 
ous doubts about the surgeon’s ability to do the op- 
eration successfully. The dream ends while he is 
making up his mind about what to do. When I con- 
fronted him with the possibility that he might have 
serious doubts about my ability as a therapist, he 
quickly retorted, ‘“‘Doctor, didn’t I just recently re- 
fer you two patients?” 


There is no question in my mind but what 
I am now dealing with an attitude in the pa- 
tient that unwittingly distorts his true feel- 
ings about me, and I am also aware that it 
will be some time before he will dare to risk 
his doubts about my competence and ability 
to see him through to a successful solution 
of his principal problems. 


In contrast to the two cases thus far dis- 
cussed where the distortions, conscious or 
unconscious, were for the most part passive- 
aggressive in their function, I would like to 
present briefly one additional case in which 
the distortions consciously served aggressive 
ends. 

The aggressiveneness in this case was manifested 
in the form of flagrant, conscious lying, and the 
embezzlement of funds. Needless to say, this per- 
son came into therapy under duress. His wife was 
threatening to leave him and take their only child 
with her. His parents, who had put him up in busi- 
ness, were upset because of his embezziement of 
business funds. 

As I listened to this man talk about the frequent 
so-called ‘‘business trips” to the big city, all for the 
sake of spending an evening with a different woman 
each time, I was impressed by the great loneliness 
that he lived out, but did not recognize. I was im- 
pressed, too, by the endless testing his wife had to 
endure in his repeated acts of infidelity, about which 


86 


MARCH 


he consistently presented tell-tale evidence that al- 
lowed him to be caught and convicted. 

His therapeutic relationship to me for a number 
of months, was essentially one of open dishonesty. I 
made the usual effort to get at the historical inter- 
personal roots of his loneliness, his hostility, and his 
dishonesty. The effort was futile, until his family 
advised me that more business funds had been em- 
bezzled. They told me to apprise him of their deci- 
sion that they would again replace the missing 
funds, but that this would be the last time. 

For about six months after this, the business op- 
erations went smoother, and the frequent embezzle- 
ments ceased. At home, however, matters wor- 
sened between himself and his wife. He showed 
during this period, progressive irritation toward his 
wife and child. His wife indicated that his inability 
to finance “business trips,” no doubt, contributed 
to this irritation. One morning she informed me 
that she could no longer endure the situation, and 
was taking herself and the child to Florida. I sug- 
gested that she had a definite obligation to herself 
and the child, and that evidently she felt that her de- 
cision was the best way of meeting that obligation. 
Shortly thereafter I got a call from the patient to 
tell me that his wife was leaving, and asked if I 
could do anything about it. I told him that his 
wife’s considered decision was the best way she 
knew of meeting her obligation to herself and to the 
child. 

The next time I saw the patient was after his 
wife had left him. Many times in previous sessions, 
he said he could not be sure that he had ever loved 
anybody. But this time, he said he was surprised 
to find himself anxious that she had left him. He 
went on to say that his wife had put up with him, 
had loved him as much as anybody could, and that 
he was only beginning to wonder why she had 
stayed with him as long as she had. 

After this statement I felt, for the first time in 
nine months of therapy, that he wanted to get at 
something. It was several weeks later, however, 
that he made the statement that he had never felt 
that anyone could really care for him. It was in 
connection with this feeling that he discovered his 
own reactive attitude, “I don’t care for anybody,” 
which was manifested in lying, in embezzling activ- 
ities, and in total disregard of others. 

His anxiety to have his wife back seemed to 
deepen from session to session, and this feeling was 
reflected in his letter which his wife quoted, in part, 
over the telephone to me, while she was in Florida. 
The significant quotation was: “You couldn’t have 
put up with me if you hadn't cared.” His wife 
wanted to know if I would advise her to go back to 
him. I told her that that wou'd be a matter she 
would have to decide for herself. 

At this writing the patient and his wife are to- 
gether again. The patient’s comment the other day 
was, “I am taking your advice and having an af- 
fair with my wife.” 


This case points up to me, better than 
any case I’ve ever had, that a conscious liar 
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may express through his lying a desperation 
about his loneliness and his not belonging, 
that might be overlooked if his lying is sim- 
ply regar led as a bad habit that he is aware 
of, and therefore should control. 

I would like to devote the remainder of 
this paper to a few enumerated remarks 
about the general therapeutic handling of 
patients who consciously, or unconsciously, 
distort: 

(1) The most essential component in the 
relationship of the doctor and the distorter, 
as in any therapeutic relationship, is rap- 
port. Not even minimal rapport can develop, 
however, unless the doctor is aware that in 
emotionally sick people, a distortion be it 
conscious or unconscious, binds anxiety and 
increases security. 

(2) The distortion, in accordance with my 
own therapeutic bias, can best be understood 
in the context of the interpersonal field, In 
this connection the intrapsychic or interper- 
sonal need that the distortion serves, can fre- 
quently be discovered. 


(3) Study of the basis for a distortion 
can be disrupted by anxiety on the part of 
either the patient or the therapist. Ideally, 
the therapist should be a person who spe- 
cializes in the handling of resistance, but 
since this is impossible, it is important that 
he become aware of his hypermoralistic and 
narcissistic trends, thus minimizing the pos- 
sibility of his getting in the patient’s way. 
If he is not aware of himself as a hypermo- 
ralistic person, he may set up a system of 
impossible standards for the patient to abide 
by in therapy. If he is not aware of his nar- 
cissism, he may react to a distortion as an 
expression of hostility toward himself, and 
express counter-hostility by demanding that 
the tendency toward distortion be given up 
prior to the patient’s understanding of the 
need which inspired it. 

To recapitulate: The liar or distorter as a 
person must be respected as a whole. He 
must be allowed to lie and to tell the truth, 
more or less, at his own rate, rather than run 
out of the therapy situation with the won- 
derful knowledge that the therapist is too 
smart to be fooled. If the therapist remains 


aware that the patient may cheat at what 
he deep down wants most, i.e., self-knowl- 
edge, but that there are reasons for the 
cheating (the same reasons that make for 
problems in other areas of living), he may 
help the patient to a hard-earned awareness 
of himself, and to a more meaningful, effec- 
tive and comfortable way of life. 
Addendum No. 1: It has been my experi- 
ence in recent years to become aware that 
patients frequently enter therapy with 
marked illusions about what they hope to 
gain from the therapy. One patient, after 
he had been in therapy for over two years, 
told me that he was just beginning to realize 
that it was not part of my therapeutic pro- 
gram to train him to be a lay analyst, and 
that if he had known that that was not my 
intention, he would have left therapy long 
ago. On the basis of such experiences, I 
sometimes regard it as fortunate that I am 
not, at the outset, aware of the secret illu- 
sions or unwitting distortions that patients 
privately entertain, which helps them to stay 
in therapy, for it would be my disposition to 
investigate or attack such material, in many 
instances, prematurely, and thus create more 
anxiety than I could possibly relieve. 
Addendum No. 2: As a comment on the 
second illustrative case, when I raised the 
question about his showing no movement in 
the direction of the opposite sex, I was in 
nowise aware of the possibility that this 
man would have the terrific anxiety that re- 
sulted in his leaving my office. In retrospect, 
I can say that my challenge turned out, to 
have the salutary effect for this man to get 
into actual therapy on a serious basis. Had 
I been able to anticipate his reaction, I never 
would have risked my remark, albeit our 
rapport was sufficiently adequate for him to 
be able to endure lesser degrees of anxiety. 
If I could anticipate patients’ reactions to 
some of my statements, I feel that I would 
kill off a great deal of helpful spontaneity 
that makes for movement in my work with 
them. This, because when a therapist is 
working against resistance associated with 
distortions and lies he needs to play those 
hunches that strike him as intuitively sound. 
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Agranulocytosis While Receiving Combined 


Reserpine-Chlorpromazine Therapy 


(Report of Two Cases) 


JOSEPH A. BARSA, M.D., and NATHAN S. KLINE, M.D. 
Orangeburg, New York 


It has been known previously that chlor- 
promazine potentiated the effects of hyp- 
notics and sedatives. Because of this, we 
decided to investigate the effect of combin- 
ing reserpine and chlorpromazine. At first 
only those cases which failed to respond to 
reserpine alone were given the combined 
medication. It was soon learned that chlor- 
promazine definitely potentiated the clinical 
effects of reserpine. Early results were so 
encouraging that a much larger group of pa- 
tients was placed on this combined therapy. 
A report of the therapy has appeared else- 
where.' The general dosage schedule used 
was as follows: 


The patient was started on 3 mg. reser- 
pine and 25 mg. chlorpromazine orally once 
a day. After about ten days the chlorpro- 
mazine was increased to 25 mg. twice a day. 
At the end of three to four weeks, if the 
patient was not showing satisfactory prog- 
ress, the dose of chlorpromazine was in- 
creased to 50 mg, twice a day, reserpine re- 
maining at 3 mg. daily. After another three 
to four weeks, if the patient’s therapeutic 
progress was still unsatisfactory, 5 mg. res- 
erpine intramuscularly was added to the 
oral regimen. This was continued for ten 
days. If the patient then showed signs of 
responding to therapy, intramuscular medi- 
cation was gradually withdrawn, but the 
oral medication remained unchanged until 
the close of therapy. If, however, after ten 
days of intramuscular injections, the patient 
was not showing an adequate therapeutic 
response, the intramuscular dose was raised 
to 10 mg. and was continued until the re- 
sponse was adequate; then intramuscular in- 
jections were gradually withdrawn, leaving 


From Rockland State Hospital, Orangeburg, New 
York, and Department of Neurology, College of 
Physicians and Surgeons, Columbia University. 
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only the oral medication. A course of ther- 
apy lasted a minimum of three months. 

If at the outset the patient was extremely 
disturbed, and an early quieting effect was 
necessary, the patient was started on 5 mg. 
reserpine intramuscularly, and 3 mg. reser- 
pine and 25 mg. chlorpromazine orally once 
a day. After ten days the chlorpromazine 
was increased to twice a day, and, if the 
patient’s progress was satisfactory, the in- 
tramuscular injections were gradually with- 
drawn. However, if progress was still not 
satisfactory, the injections were continued 
for another ten days. Then, if necessary, the 
intramuscular dose was raised to 10 mg. Af- 
ter improvement was sufficient to discon- 
tinue this initial course of intramuscular 
reserpine injections, the subsequent dosage 
regimen was the same as outlined in the 
preceding paragraph. 

The purpose of this paper is to report two 
cases of agranulocytosis occurring while the 
patients were receiving combined reserpine- 
chlorpromazine therapy. These two cases 
were from a group of 303 female patients 
who had received the combined medication 
for three to seven months. 


Case Reports 

M. S. is a 40 year old, married, white female. She 
has a diagnosis of Dementia Praecox, Paranoid type, 
and has been continuously hospitalized since 1942. 
At the time of her admission the patient was se- 
clusive, withdrawn, preoccupied, delusional and hal- 
lucinated, with periods of abusive, assaultive and 
destructive behavior. Her general physical condi- 
tion was satisfactory except for some evidence of 
malnutrition. Despite a course of twenty electro- 
convulsive treatments in 1947, the patient’s mental 
state gradually deteriorated, and her disturbed pe- 
riods became more frequent. She was uncoopera- 
tive, resistive, destructive to her clothing, noisy, 
abusive and impulsively assaultive. She was started 
on reserpine therapy on August 13, 1954, receiving 
5 mg. intramuscularly and 3 mg. orally once a day 
for the first ten days, and then receiving a daily 
maintenance dose of 3 mg. orally. She showed a 
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moderate improvement, becoming clean, neat coop- 
erative, quiet, but remaining idle, seclusive, apa- 
thetic and hallucinated. In an effort to raise her 
level of improvement she was started on combined 
reserpine-chlorpromazine therapy on December 29. 
In addition to the oral dose of 3 mg. reserpine, she 
received 25 mg. chlorpromazine daily for the first 
twelve days. Then the chlorpromazine was _ in- 
creased to 25 mg. twice a day. Because she was 
not showing satisfactory improvement, the chlor- 
promazine dose was raised to 50 mg. twice a day 
on February 14. A few days later she complained 
of not feeling well physically, although there was 
no complaint referable to a specific organ. Physi- 
cal examination at this time was negative. On Feb- 
ruary 24 she complained of a sore throat and sud- 
denly spiked a temperature of 104°. On examina- 
tion there was evidence of a moderate follicular ton- 
sillitis. Blood count was as follows: hemoglobin 
9 gms. per 100 cc., RBC 3,910,000 per cubic milli- 
meter, WBC 2,000 per cubic millimeter; her differen- 
tial showed 91% lymphocytes, 4% prolymphocytes, 
5% segmented neutrophils. Reserphine and chlor- 
promazine therapy was immediately discontinued. 
On February 25 the WBC was 1,400 per cubic mil- 
limeter and the differential count revealed 100% 
lymphocytes. The platelets numbered 66,000 per 
cubic millimeter. Bone marrow examination showed 
islands of normoblasts, very few granulocytic pre- 
cursors and an occasional increase in reticulo-en- 
dothelial cells. The patient was treated with pro- 
caine penicillin 300,000 units b.i.d., streptomycin 0.5 
gm. b.i.d. and cortisone 100 mg. daily. On Feb- 
ruary 26 the patient’s temperature was normal, and 
it remained so. However, it was not until March 4 
that granulocytes reappeared in the _ peripheral 
blood. Blood count at that time was as follows: 
hemoglobin 11 gms. per 100 cc., RBC 3,530,000 per 
cubic millimeter, WBC 5,800 per cubic millimeter; 
differential 51% lymphocytes, 4% monocytes, 13% 
segmented neutrophils, 15“, non-segmented neutro- 
phils. In the next few days the patient developed 
a leucocytosis, and on March 8 her WBC was 24,800 
with the following differential: 38% lymphocytes, 


29% non-segmented neutrophils, 18% segmented 
neutrophils, 3% monocytes, 3% myelocytes, 9% 
metamyelocytes. Her blood count then began to 


return to normal gradually. On March 16 her 
WBC was 7,750 per cubic millimeter; her differen- 
tial showed 37% segmented neutrophils, 58% 
lymphocytes, 2% monocytes, 3% basophils. On 
March 17 cortisone and antibiotic medication were 
discontinued. On April 22 her WBC was 8,000 per 
cupic millimeter with 63% segmented neutrophils, 
1% non-segmented neutrophils, 35% lymphocytes 
and 1% eosinophils. 


V. O. is a 40 year old, single, white female. She 
has a diagnosis of Psychosis with Mental Deficiency, 
and has been continuously hospitalized since 1943. 
At the time of her admission she was described as 
seclusive, childish, emotionally unstable, at times 


silly, at times apprehensive, and at other times ex- ° 
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tremely irritable, displaying temper tantrums in 
which she became self-abusive and assaultive. She 
expressed paranoid delusions and seemed to be re- 
acting to auditory hallucinations. Her I.Q. was 
measured as 61. Through the years at the hospital 
her mental state deteriorated somewhat; she be- 
came completely idle, rather untidy, more with- 
drawn, and quite disconnected in her speech. On 
January 4, 1955, she was started on combined reser- 
pine-chlorpromazine therapy. She received 3 mg. 
reserpine and 25 mg. chlorpromazine once a day 
for the first eight days. Then the chlorpromazine 
was increased to 25 mg. twice a day. She showed 
no improvement in her mental symptoms, and on 
February 14 the dose of chlorpromazine was raised 
to 50 mg. twice a day, the reserpine dose remain- 
ing at 3 mg. daily. On February 21 she complained 
of generalized aches and pains, a sore throat and 
diarrhea. Her temperature was 102°. On exami- 
nation pharynx and tonsils were moderately in- 
fected, and the cervical lymph nodes were pal- 
pably enlarged and tender. Later that afternoon 
the temperature rose to 104.6°. The patient was 
given procaine penicillin 600,000 units daily, and 
aureomycin 250 mg. four times a day. The tem- 
perature fell to 100°, but spiked to 103° on the 
next afternoon. The following day it again dropped 
in the morning, and rose to 102.6° in the afternoon. 
On February 25 examination of the throat revealed 
the presence of a grayish pseudomembrane over 
both tonsils. A blood count at this time was as 
follows: hemoglobin 11 gms. per 100 cc., RBC 3,220,- 
000 per cubic millimeter, WBC 900 per cubic milli- 
meter; differential 2% prolymphocytes, 98% lymph- 
ocytes. Reserpine-chlorpromazine therapy was im- 
mediately discontinued, and the patient was placed 
on the following medication: procaine penicillin 
300,000 units twice a day, streptomycin 0.5 gm. 
twice a day, and cortisone 100 mg. daily. The next 
day the temperature was 99.6°, and her WBC was 
1,100 per cubic millimeter with 3% prolymphocytes, 
95% lymphocytes and 2% segmented neutrophils; 
platelets numbered 206,000 per cubic millimeter. 
Bone marrow examination revealed diminished ery- 
throid elements, diminished granulopoiesis, and an 
occasional plasma cell. Subsequent blood count re- 
vealed the presence of more and more granulo- 
cytes. On March 4 her WBC was 7,950 per cubic 
millimeter with 54% lymphocytes, 2% monocytes, 
8% metamyelocytes, 30% segmented neutrophils 
and 6% non-segmented neutrophils. In the next 
few days the patient developed a leucocytosis. On 
March 11 her WBC was 18,100 per cubic millimeter 
with 9% non-segmented neutrophils, 78% segmented 
neutrophils, 11% lymphocytes and 2% monocytes. 
The blood count gradually returned to normal, and 
on April 4 it was as follows: hemoglobin 12 gms. 
per 100 cc., RBC 3,830,000 per cubic millimeter, 
WBC 6,300 per cubic millimeter; differential 3% 
non-segmented neutrophils, 61% segmented neutro- 
phils, 33% lymphocytes and 3% monocytes. 
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Comment 


Reserpine has been used extensively, and, 
to our knowledge, there have been no re- 
ported cases of agranulocytosis due to the 
drug. However, there have been several in- 
stances’ of agrunolocytosis in patients re- 
ceiving chlorpromazine therapy. It can be 
assumed, therefore, that the agranulocytosis 
in our two cases was due to the chlorproma- 
zine. Furthermore, the development of 
agranulocytosis does not seem to depend on 
the dosage of chlorpromazine, since we used 
relatively small doses of the drug. 

We have reported these two cases of agra- 
nulocytosis not to discourage the use of com- 
bined reserpine-chlorpromazine therapy, but 
rather to call attention to a serious toxic 
effect so that it may be guarded against. 
We feel that this combined therapy is es- 
pecially effective in psychotic states, and 
that it has certain advantages over reser- 
pine when used alone. The chlorpromazine 
seems to have a definite potentiating effect 
on reserpine. Many cases that do not re- 
spond adequately to reserpine alone, do re- 
spond to the combined therapy. In the ma- 
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jority of instances it is possible to achieve 
satisfactory results without the use of in- 
tramuscular injections. Furthermore, the 
clinical course in combined therapy is less 
stormy and less distressing to the patient 
than with reserpine alone. 
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Group Psychotherapy of Male Alcoholics and Their Wives 


LESTER H. GLIEDMAN, M.D., HELEN T. NASH, M.S., and WILLIAM L, WEBB, M.D. 
Baltimore, Maryland 


At the Henry Phipps Psychiatric Clinic of 
the Johns Hopkins Hospital, an exploratory 
project in the group treatment of alcoholics 
has been in progress for approximately one 
year. This project was limited to outpatient 
married male alcoholics whose wives would 
participate in accompanying but separately 
conducted discussion meetings. It was felt 
that this particular population has a rela- 
tively favorable prognosis and would be 
more likely to yield data on the major prob- 
lem to be investigated—the value of group 
therapy in chronic alcoholism. 

That part of the study which is summar- 
ized in this paper involved nine patients and 


This study is sponsored by the Maryland State 
Department of Health. 

Presented at the annual meeting of the South- 
ern Psychiatric Society, Atlanta, Georgia, October 
3, 1955. From the Johns Hopkins Hospital. 
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their wives who participated in a four 
months group treatment program. These 
couples were the only ones of 45 contacted 
who accepted the offer of treatment and ap- 
peared for processing. Because of this, they 
represent a highly selected sample and the 
results to be reported later must be consid- 
ered in this light. The program consisted of 
a patients’ group which met twice weekly 
with one of the co-authors (LHG) as thera- 
pist, and a wives’ group which met once 
weekly with another of the co-authors 
(HTN) as therapist. Before and after treat- 
ment, each patient was evaluated by means 
of four measures. These were: a drinking 
checklist to reflect the severity of the drink- 
ing; a symptom checklist to indicate the 
amount of distress from psychological symp- 
toms; a checklist of adjectives that com- 
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monly have been applied to alcoholics to es- 
timate both the satisfaction or dissatisfac- 
tion experienced in sobriety and intoxica- 
tion, and the mutual satisfaction or dissatis- 
faction experienced by the patients and their 
wives from each other in these two states; 
and a social ineffectiveness scale to describe 
interpersonal operations. The first three 
were completed by the patients and their 
wives, and the last from a structured psychi- 
atric interview of both patients and their 
wives. For each of these measures, a score 
could be computed so that statistical han- 
dling of the data was possible, 

The following results were obtained. Clin- 
ically, the patients were seriously ill but 
able to remain ambulatory, though imper- 
fectly so. As a group, they were quite in- 
fantile. For them, heavy drinking consti- 
tuted a way of life and in recent years the 
drinking was becoming worse. They came 
to treatment under duress, largely at the in- 
sistence of their wives. The wives appeared 
better organized, had more education and 
were the main force holding the families to- 
gether. Almost all of them held full time 
or part time jobs to insure a dependable 
source of income. In most instances, the 
initiative for the marriages rested with the 
women, who usually were motivated for rea- 
sons other than the attractiveness of their 
husbands-to-be. The women were aware of 
their prospective spouses’ excessive drinking 
so that the marriages tended to be incidents 
in a drinking career that already had started. 
The course of the marriages was stormy and 
the patients’ alcoholism became increasingly 
worse. Currently the marriages were battle- 
grounds and the family life was so organized 
that everything tended to be viewed as hav- 
ing or not having an effect on the patient’s 
drinking. 

The seriousness of the patients’ drinking 
was well reflected by the scores on the drink- 
ing checklist. Though they did not seem so 
clinically, the symptom checklist revealed 
considerable distress from depressiveness 
and irritability. Interpersonally, as indi- 
cated on the scale for social ineffectiveness, 
they were very ineffective. This was seen 
primarily in their superficial sociability, im- 
pulsiveness, dependence and sexual malad- 
justment. All but one of the marriages had 


serious sexual difficulties. In spite of the 
above, on the adjective checklist, most of the 
patients selected adjectives which implied 
they received much more satisfaction from 
sobriety than intoxication. Only two indi- 
cated the reverse. The wives tended to be 
dissatisfied with themselves as persons re- 
gardless of whether their husbands were so- 
ber or intoxicated. In the sober state most 
of the patients were satisfied with their 
wives. In contrast, most of the wives were 
dissatisfied with the patients. In the intoxi- 
cated state, both were dissatisfied with each 
other. This highlighs the generally unsat- 
isfactory nature of these marriages. 

It was possible to re-evaluate seven pa- 
tients and their wives after treatment. On 
the drinking scale, five of the seven patients 
improved. Two patients were totally absti- 
nent, two reduced the frequency of drinking 
by one half, and one only slightly. Symptom- 
wise, the changes were similar, with marked, 
statistically significant decreases in irrita- 
bility and depressiveness. Other than the 
drinking changes, there were only slight 
modifications in social ineffectiveness. In- 
terpersonally, the patients continued to op- 
erate in a manner that was not much differ- 
ent than before the onset of treatment. How- 
ever, several of the couples showed greater 
improvement in the area of sexual adjust- 
ment, Statistically significant changes on 
the adjective checklist revealed that sobriety 
became even more attractive to the patients, 
though the wives continued to be dissatisfied 
with themselves. In addition, both patients 
and wives were more satisfied with each 
other, indicating an improvement in marital 
status. 

The changes reported above appear to bear 
a Statistically significant relationship to the 
satisfactions derived from sobriety as op- 
posed to intoxication and do not seem related 
to the duration or intensity of the patients’ 
alcoholism. Those patients who did not im- 
prove or improved only slightly were the 
ones whose self descriptions on the adjective 
checklist when intoxicated, showed the most 
disagreement with their wives’ description 
of them at that time. This finding depends 
to a large degree on these patients having 
selected adjectives denoting satisfaction to 
describe themselves during intoxication, 
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while the wives selected the opposite. Toa 
lesser degree, it depends on the wives having 
selected adjectives denoting satisfaction with 
their husbands in the intoxicated state, while 
the patients selected the opposite. Were 
both the patients and their wives to have se- 
lected adjectives indicative of satisfaction 
derived from the patients’ intoxication, it is 
unlikely that they ever would have entered 
treatment. 

In face of the therapeutic challenge—a 
chronically ill alcoholic population, with 
marked symptoms of depression and irrita- 
bility, serious interpersonal ineffectiveness, 
and extreme marital dissatisfaction—what 
did the group form of treatment have to 
offer? 

The changes which took place fall into a 
certain hierarchy that is suggestive of the 
value of group therapy in this illness. The 
greatest changes were in the areas of marital 
milieu (satisfaction of patient and wife with 
each other) and personal morale (satisfac- 
tion with self). The next largest change was 
recorded in psychological symptoms, espe- 
cially in irritability and depressiveness. 
Fewer, though important, changes took place 
in drinking behavior and the least change 
occurred in social ineffectiveness. If the first 
three of these are accepted as being compo- 
nents of what is known as self-esteem, it 
seems clear that the major contribution of 
the group program was here. It is to be em- 
phasized that despite the patients’ facade to 
the contrary, this particular group of drink- 
ers was characterized by troubles in this 
area. As a group, they tended to be demor- 
alized. It is tempting to speculate whether 
coping with this feeling state is one of the 
more important motivations for excessive 
drinking. In any event, it is felt that the 
group makes its special contribution in the 
treatment of chronic alcoholism by the rais- 
ing of morale or self-esteem. The group can 
accomplish this for several reasons. First, 
it offers a desirable medium for the use of 
one of the major interpersonal resources of 
alcoholics, superficial sociability. They can 
function in the group with less threat by us- 
ing or improving this means of relating, or 
by experimenting with others. Not only this, 
the opportunity to socialize in a manner for 
which they are equipped is valuable in it- 
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self, It enables them to continue having 
those esteem enhancing experiences they 
have been able to achieve by this means in 
the past, but with a sufficient enough differ- 
ence so as not to be considered the maximum 
of which they are capable. Secondly, in a 
group the patients can take treatment at 
their own pace. They can participate psy- 
chologically as desired or withdraw psycho- 
logically if needed. Again, this has the ef- 
fect of decreasing the threatening aspects of 
treatment. Thirdly, an all alcoholic group 
fosters mutual identification and support, 
which ordinarily is difficult for such patients 
to achieve. Usually, these patients are so 
preoccupied with their own crises, that they 
are insulated from many available healthful 
influences. In a group, they more readily 
can be encouraged or even pulled up by the 
bootstraps of a fellow alcoholic’s success or 
spontaneous remission. Finally, the group 
tends to dilute the transference reactions so 
that the strong, often esteem damaging, 
drink precipitating feelings for which these 
patients are notorious, are more comfortably 
controlled and more likely to be faced. In 
other words, the group maximizes the condi- 
tions for optimal functioning of alcoholics 
in a treatment situation, while minimizing 
the occasions for realization of their worst 
potentialities. This enhances morale or self 
esteem by creating a non threatening, sup- 
porting, socially rewarding, flexible, yet 
challenging atmosphere which is within the 
patients’ range of capabilities, so that a de- 
sired goal, sobriety, is perceived as attain- 
able. 

The involvement of the wives added a 
very special value to this program. The pa- 
tients and their wives were both implicated 
materially in the pathological drinking. The 
wives were most vocal about the difficulties 
produced by the husbands’ drinking. In fact, 
they constituted the major pressure which 
forced the patients into treatment. It was 
almost as if the patients as a group had the 
pathological sign, while the wives experi- 
enced the suffering. For this reason, includ- 
ing both in the treatment process was tanta- 
mount to treating not only the symptom but 
the patient as a whole. In this instance, the 
patient was the family unit and properly the 
focus of the therapeutic effort. 
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There seemed to be other advantages to 
having concurrent groups for the patients 
and for their wives. This type of treatment 
structure in itself had the effect of empha- 
sizing the excessive drinking while also 
placing strcss on the marriage and other 
related pyschological factors which play an 
important role in alccholism. For immature 
individuals as these, setting the proper ther- 
apeutic task, especially in a more or less au- 
tomatic, non-verbal manner, was a major ac- 
complishment, It enabled them to know 
what was expected and served as a constant 
frame of reference within which the therapy 
proceeded. The fact that the two groups did 
not meet together provided the needed pri- 
vacy for consideration of the very conflict- 
laden intramarital situation. Again, with 
both members of the couple in the program, 
coming into treatment was less likely to 
have been construed as an admission of guilt 
or to have been used as a weapon than would 
have been the case were only one of the pair 
involved. 

The use of the adjective checklist in this 
study as a means of describing the marital 
status and following changes which occur in 
it, has been sufficiently justified to warrant 
further trial and perhaps modification to fit 
other situations where the family rather 
than one of its members is the treatment 
unit. As a means of getting behind the ob- 
scuring features of the alcoholic crises, and 
estimating the healthful motivation some of 
the patients may have, it also seems poten- 
tially valuable. In this study, it revealed 
that sobriety was satisfying enough for sev- 
eral of the patients to want more of it, while 
intoxication was sufficiently dissatisfying to 
act as an important spur to change. Not 
only this, satisfactions obtained during in- 
toxication were related to lack of improve- 
ment. These satisfactions could either have 
been experienced by the patient from his in- 
toxication or by his wife from his intoxica- 
tion. The specific result in this study which 
emphasizes this, is the one in which it was 
found that the greater the discrepancy be- 
tween a patient’s self description during 
intoxication and the wife’s description of 
the patient during intoxication, the less the 
improvement. Using the adjectives selected 
as the means for estimating satisfaction or 


dissatisfaction, such patients appear to have 
been receiving something while intoxicated 
to make it more attractive than sobriety. Or 
their wives have been receiving something 
from their husbands’ intoxication which led 
them to play an important and recurring role 
in inducing it. Whatever the basis for this 
may be, where patients or their wives held 
such perceptions, they did not appear acces- 
sible to this particular kind of treatment. 
Whether it was a matter of these patients 
not being able to be reached in a group ther- 
apy setting, or whether they did not fit in 
a group where the majority did not share 
their views on intoxication, is not known. In 
itself, this finding only verifies statistically 
what has been known clinically. However, 
its value lies in the fact that this information 
is not readily available when alcoholics are 
first seen. On the surface, alcoholics may 
look very much alike. In addition, they tend 
to elicit hostile reactions from those trying 
to help them because the nature of drunken- 
ness is such that it usually is responded to as 
something offensive or immoral. Regardless 
of the reaons for this, the effect is to hide 
not only many of the healthier character- 
istics of these patients, but the unhealthier 
ones as well. The checklist is an attempt to 
better evaluate these patients in spite of 
their pathological drinking and in spite: of 
the prevailing attitudes on intoxication. It 
is in the process of further exploration as a 
means of estimating motivation, but the 
small number of patients and the need for 
follow-ups make additional generalization 
unwarranted at present. 

This investigation also serves to highlight 
another finding. Each of the patients en- 
tered treatment unwillingly. Traditionally, 
this has been considered antitherapeutic. Yet 
the changes obtained in this limited study 
would seem to indicate otherwise. One won- 
ders whether the effect of the pressure is 
dissipated if the source of the pressure is 
also included in the treatment program. Im- 
plicit in the wives’ participation, may be 
their tacit recognition of their own need to 
change. This not only may lessen many of 
the esteem damaging aspects perceived by 
the patients as being associated with their 
coming into treatment, but also can lead to 
a constructive, hopeful attitude for both. 
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Book Reviews 


CHLORPROMAZINE AND MENTAL HEALTH. Pro- 
ceedings of Symposium at Philadelphia, June, 
1955. Cloth. $3.00. Pp. 200 with illustrations. Lea 
& Febinger, Washington Square, Philadelphia, Pa. 


The book assembles the reported transcripts of a 
one-day symposium of formal presentations and in- 
formal discussions on the effects of chlorpromazine 
on severe as well as moderate and mild mental 
and emotional disturbances; on its psychiatric ef- 
fectiveness as it may reflect progress within mental 
hospital settings; and on measures calculated to 
keep discharged patients from relapsing and requir- 
ing re-institutionalization. Considerable clinical ma- 
terial is analyzed throughout, and the impact of 
chemotherapy on the over-all problem receives prov- 
ocative discussion reflective of greater effort toward 
a new dimension in psychiatric interest, systematic 
research and clinical activity in the field of mental 
disease. 

The possibility of attainment, in many instances, 
of early psychotherapeutic confrontation of patient 
and psychological material, after therapeutic ex- 
posure to chlorpromazine, receives the consensus of 
favorable expression. In the hands of some of the 
proponents, administration of the drug, within the 
armamentarium of somatic therapy, produces no 
dysmnesia nor clouding of consciousness and in con- 
trast with psychosurgery does not subject the pa- 
tient to ego-identical loss of affective tension. While 
referring to the numerous unpredictable and para- 
doxical responses to the drug, certain encyclopedic 
conclusions were advanced by a representative per- 
centage of the symposium participants. The drug 
was shown to be a valuable chemotherapeutic ad- 
junct in the anxieties, tension states and incipient 
schizophrenias, and to be least effective in the treat- 
ment of states of hypoactivity, depression unassoci- 
ated with agitation, and lethargy. Among other 
variables has been included a profusion of experi- 
ential discussions respecting the dosage question 
with opinions as to amounts of starting dosage, the 
speed with which the maximum amounts should be 
reached, and the size of maintenance doses, within 
specific diagnostic categories, for both recovered 
and “‘in-remission” type patients discharged to their 
homes under extramural care. Considerable space 
and attention is devoted to the problems of rehabili- 
tation following recovery in acute mental break- 
down and following improved status in chronic pa- 
tients; the side effects and possible complications of 
drug maintenance therapy; the limitations of the 
applicability of this drug in psychiatric conditions. 
While the varying changes in surface phenomena 
received much favorable consideration, the consen- 
sus of the symposium’s participants was an empha- 
sis upon the pressing need for continued research 
into the specific nature of the pharmacological ac- 
tion of chlorpromazine, the development of a true 


laboratory background for its therapeutic rationale 
and the necessity for scientific investigation of the 
physiologic mechanisms of mental illness. 

Lewis J. Siegal, M.D., LL.B. 


PRINCIPLES OF PUBLIC HEALTH ADMINISTRA- 
TION by John J. Hanlon, M.S., M.D., M.P.H. Medi- 
cal Director, U.S. Public Health Service. Second 
Edition. Cloth. Pp. 693. The C. V. Mosby Company, 
2307 Washington Blvd., St. Louis, Mo., 1955. 


This book traces historically, the advances of pub- 
lic health as a product (health) toward the recip- 
ient (society), in so far as they have kept pace with 
medical knowledge and social and political progress. 
The complexity of public health administrative re- 
sponsibilities, particularly as these tasks concern or- 
ganizational, personnel, legal, and the public rela- 
tions aspects of an integrated public health pro- 
gram, is methodically dealt with. The patterning of 
public activities is analyzed in respect of set-ups of 
ilocal, state and the federal health services, devel- 
opment and function of laboratory facilities, the 
scope of health education and problems of preven- 
tion, together with factors of control related to com- 
municable, chronic disease, nutrition, occupational, 
rehabilitative, mental, economic, and associated ele- 
ments influencing the need for medical care. The 
development and present programming structure of 
medical participation in tax-supported plans and 
their faults and limitations receive comprehensive 
discussion from the standpoint of equalization of 
geographic and economic differences between re- 
gions and individual citizens, in regard to diagnosis 
and care. The potential dangers of political influ- 
ence in the selection of patients, appointment of ad- 
ministrative and professional personnel as well as 
selection and supervision of trained practitioners, 
are discussed from a practical approach. In keep- 
ing with the postulate of Paul Russell that “nothing 
on earth is more international than disease,’ the 
book properly ends with a chapter on world health 
problems in which is traced the background of in- 
ternational health cooperation from the time of the 
pilgrimages which brought repeated disease by in- 
fection of villages, ships and ports, and disseminated 
epidemics among those who travelled from different 
parts of the world only to return to their home coun- 
tries bearing the seeds of deadly devastation—to 
the present development of world health organiza- 
tions which, while of necessity, rather new and va- 
ried, is indicative of a pulling together in a coopera- 
tive correlation toward the ultimate achievement 
of world health and through it indirectly, the goal 
of world peace. The book is thorough and expertly 
written, and may be used with profit by those con- 
cerned with preventive medicine, public health and 
its professional disciplines, and its social, educa- 
tional and human influences. 

Lewis J. Siegal ,M.D., LL.B. 
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GLENSIDE 


JAMAICA PLAIN, BOSTON 30, MASS. 


A smail, attractively located sanitarium for neivous, mild mental 
or chronic illnesses. 


MABEL D. ORDWAY, M.D. 
6 Parley Vale Tel. Jamaica 0044 


sopepos HILLCREST HOSPITAL st. 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 
For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


Dr. Joseph Epstein 
5 Physicians in Ch 
N E W O O D Dr. Louis Wender 
DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 


Westchester County Katonah, N. Y. Tel.: Katonah 4-0775 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—9%75 Park Ave.—Tues., Thurs., Sat. RH 4-3700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


INTESTINAL DYSFUNCTION "PREPARING BUROW’S SOLUTION U.S.P. 


FUCAREON PRESTO-BORO * 


Composition: Each tablet contains E ic (ALUMINUM SULFATE 


extract of rhubarb. senna, CALCIUM ACETATE) 

r tat sulfur, peppermint : 

loxative, odsorbent, TOPICAL DRESSING TRANSPULMIN 

carminative ane a purifier. in ot (U.S. Pat.) ® 


ahd. exhaustion, anxie Dissolve in plain 
plgoting and states, cardiac ant water as pre- 3% 
neuroses, meno-. astringent Burow’s Quinine wit 
pausal and mcnsirual molimena, Solution for treatmen? of 21/2% Camphor 
tnsomnia. Swellings, inflammations, 


Sprains. Antipruritic, de- 


for Intramuscular 
Injection 


Adrainistrattea: 2 One tablets tid. congestive action. Accu- 
rate uniform dosage. 
tablets daily hr. “after Bones. 50, 100, $00 Stable, Lead free. AVAILABLE AT 


PHARMACIES 
STANDARD PHARMACEUT ICAL Co... INC., 253 W. 26th ST., NEW YORK 


95 


| 
| 
| 
| 
| 
| 
SUPPLY: Tir >t 
| 
| 


ST. CLAIR HOSPITAL 


7850 EAST JEFFERSON STREET — DETROIT 14, MICHIGAN 
Telephone: LOrraine 7-7100 


A private hospital devoted to the diagnosis and treatment of mental and 
nervous illnesses. All accepted psychiatric and mental therapies. 
Beautiful grounds on the Detroit River. 


Registered by A.M.A. Licensed by Michigan State Hospital Commission 
Fully accredited by the Joint Commission on Accreditation of Hospitals. 


Saint Joseph Sanitarium 


(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 
or phone 38-8291 for information 


Mild Mental and Nervous Cases 
also 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 


BALDPATE, Inc. 


GEORGETOWN, MASS. 
Fleetwood 2-2131 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality disorders, psychoses, 
alcoholism and drug addiction. 


Occupation under a trained therapist, diversions and outdoor activities. 


G. M. SCHLOMER, M.D., Medical Director 
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"ANTABUSE”. . . “most important 


advance in the medical management of 


chronic alcoholism...” 
Feldman, D, J., and Zucker, H. D.: J.A.M.A. 153:895 (Nov. 7) 195}. 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” gives the patient a forceful and im- 
mediate reason for not drinking . . . he finds he cannot drink without experiencing extreme 


discomfort. By keeping the patient away from alcohol, “Antabuse” serves as a valuable ad- 


junct to psychotherapeutic measures. 


“Antabuse”® brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, bottles 
of 50 and 1,000. 
Complete information available on request. 


Ayerst Laboratories ¢ New York, N.Y. © Montreal, Canada @ 
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